INTRODUCTION
The aim of long-term preventive medication is to reduce the risk of illness, rather than hoping, against the odds, that the individual patient will necessarily benefit. 1 We know from previous research that only about onequarter of people would take a drug offering 5% absolute risk reduction over five years. 2 This was despite their being told that the hypothetical treatment was safe.
"With heart disease, study after study has shown that patients are nowhere as enthused about all this medication as their doctors are for prescribing it, with discontinuation rates of lipid-lowering therapy up to 50% after one year and 85% after two years. So, the fact that we can offer prevention isn't as simple as it seems. " (David Haslam, The James Mackenzie Lecture 2006. 3 
)
Some medical professionals suggest that one-third of people over the age of 55 could benefit from taking a polypill of preventive medication, 4 but a substantial proportion of the public is giving a completely different message 5 by taking the decision to stop recommended drugs. 6, 7 Resolving this issue is crucial if we are to target resources where they are most useful 8 because, without acceptance from the patient, medication will be wasted or taken too erratically, or for too short a time, to reap any benefit. 9, 10, 11 Alongside these pragmatic concerns, it is unethical to mislead patients into taking medication in the erroneous belief that it is bound to be good for them. 12, 13, 14 This study aimed to explore patients ' 
RESULTS

Study participants
Box 1. Outline of part of the discussion structure
What information is required about the benefit to the individual patient? to the patient as a member of a special risk group? to the patient as a member of the population?
What information is required about the disadvantages to the individual patient? to everyone who takes the medication? to everyone who takes any medication?
Box 2. Presentation styles
How should the information be presented to patients? A variety of ways of presenting information can be used as examples for the group to consider, while leaving it open for the group to suggest an entirely new way to convey the information. Example presentation formats: information sheets in text or graphics or both, audio cassette, video, one-to-one discussion with doctor or nurse. Numerical / non-numerical. Primarily text / graphics. Chance or risk, number needed to treat / number needed to harm. 
ORIGINAL RESEARCH
ORIGINAL RESEARCH "I think when you've been on a tablet a very long time I think your system gets used to it so it doesn't have any effect on it, you know after a long time, it doesn't help you as it should do. " [FG4]
It was felt that the anxiety from reading about possible adverse reactions might be harmful, especially to someone with high blood pressure, and that a list of "frightening" side-effects could stop people taking necessary medication, or generate side-effects by suggestion.
"I think too much information is worrying. " [FG1] "I say 'no don't tell me what the side-effects are'. " [FG1]
Information style
Of the example materials, the text document giving an individual' s 10-year risk of a heart attack was the style that most people welcomed. Information on frequencies of side-effects was perceived as being too technical. The patient information leaflet fared little better because of its small print, technical language and similarity with other leaflets.
"And you tend then to just read a few lines and then, oh I can't be bothered with that, I can't see or get a magnifying glass out. " [FG4]
"But I notice on a lot of these side-effects, when they say … nearly every leaflet is the same isn't it? You know they say exactly the same things, whatever it is you're taking. " [FG4]
The graphic with smiley faces received a mixed reception, with some liking its style while others thought it childish.
"I think that's a good idea, that diagram. Happy little faces and unhappy little faces. " [FG2] "It's short and to the point. " [FG2]
"It looks very childish to me. " [FG2]
Graphics were seen as a good way to improve the presentation of numerical information, but graphs were not.
"Information is always easier to receive visually. " [FG4] "It's like all the graphs … you couldn't prove anything …" [FG1]
When participants referred to a numerical risk, they expressed this using numbers under 100, such as '1 in 10'. Larger numbers were seen as expressing remote risks and, as such, were lumped together as indicating that rare things occasionally happen, which was seen as inevitable anyway.
"…I would sort of almost dismiss it because it's only very occasional, you're 1 in 1000 …" [FG1] "I think on a personal level I' d just like to know there's a chance that 1 in every 100 people who take the medication develop a wheeze so I know if I develop a wheeze I'll do something about it" [FG4]
The audio compact disc was criticised for being difficult to refer back to in order to clarify points later.
"Sometimes you can't always remember everything that's been said anyway and having it written down …" [FG2]
The decision to treat or not 27, 28, 29, 30, 31 and yet such information is important to enable informed decisions. 32, 33 It is clear from this study that many patients find the statistics used to convey risk unhelpful and confusing. The format of data presentation is known to affect patients' decisions. 34, 35 One way around the dislike of large numbers is to use a standardised language of risk, as suggested by Calman in 1996 . 36 Another is to use graphics. Pictures can be seen as helpful, 37, 38, 39, 40 but decision aids using graphs have not been widely adopted. 41, 42 In this study text and graphics (but not graphs) were preferred to audio because they are easier to refer back to later for clarification. 
